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I. Executive Summary 

Introduction  

The Virginia Department of Health (VDH) Division of Disease Prevention (DDP) presents this 

new HIV Integrated Prevention and Care Plan (Plan), in response to the integrated planning 

guidance issued by the Centers for Disease Control and Prevention (CDC) and the Health 

Resources and Services Administration (HRSA) in June 2021.  This document serves as the joint 

jurisdictional plan for Virginia, which is a Ryan White HIV/AIDS Program (RWHAP) Part B 

recipient, and for the Norfolk, Virginia RWHAP Part A Transitional Grant Area (TGA).  The 

District of Columbia RWHAP Part A Eligible Metropolitan Area (EMA) is submitting a separate 

plan for that jurisdiction, which includes 17 counties in Northern and Northwestern Virginia, 

overlapping service areas of Virginia.   

The HIV National Strategic Plan: 2021-2025 outlines the national vision and action plan for 

curtailing the Human Immunodeficiency Virus (HIV) epidemic, improving health outcomes of 

all people with HIV (PWH), including Acquired Immunodeficiency Syndrome (AIDS) in the 

United States, and achieving a more coordinated response to the epidemic.  Virginiaôs plan 

embraces this vision: 

The United States will be a place where new HIV infections are prevented, every 

person knows their status, and every person with HIV has high-quality care and 

treatment and lives free from stigma and discrimination.  This vision includes all 

people, regardless of age, sex, gender identity, sexual orientation, race, ethnicity, 

religion, disability, geographic location, or socioeconomic circumstance.  (HIV 

National Strategic Plan, January 2021) 

The Ending the HIV Epidemic in the U.S. (EHE) is a bold plan announced in 2019 that aims to 

end the HIV epidemic in the United States by 2030.  Agencies across the U.S. Department of 

Health and Human Services (HHS) developed an operational plan to pursue that goal 

accompanied by a request for additional annual funding. 

 

Virginiaôs plan articulates this vision locally and presents a roadmap for integrated HIV services 

over the next five years, identifying specific goals, objectives, and activities to reduce HIV 

transmission in Virginia and improve health outcomes of all Virginians with HIV, and ultimately 

end Virginiaôs HIV epidemic.  Virginiaôs HIV Continuum of Care, which includes four HIV 

outcome measures (linkage to care, evidence of care, retention in care, and viral suppression) is a 

cornerstone for planning and provides a useful tool for measuring Virginiaôs progress and 

success in achieving both the HIV National Strategic Plan and EHE goals. 

This plan is organized into six sections:   

1. Executive Summary of the Plan and Statewide Coordinated Statement of Need (SCSN): 

This section provides a description of the plan, including the SCSN.  
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2. Community Engagement and Planning Process: This section describes how Virginia 

approached the planning process and describes the collaboration of key stakeholders including 

PWH in the planning process.   

3. Contributing D ata Sets and Assessments: This section provides an overview of Virginiaôs 

HIV epidemic statewide, for each of the five health planning (i.e. Central, Eastern, Northern, 

Northwestern, and Southwestern) and the Norfolk TGA.  The section also describes social 

determinants of health (SDOH) and their impact on PWH; financial resources for services 

delivered within Virginia; and the needs, barriers, and gaps of persons with and those who 

experience risk for HIV infection.  The descriptions of the current and planned use of data to 

improve services are also in the SCSN (section 1).   

4. Situational Analysis: This section provides an overview of strengths, challenges, and 

identified needs for HIV prevention and care services.  This summarizes information provided in 

sections 2 and 3.  This section also identifies Virginiaôs populations prioritized for services.  

5. Goals and Objectives for 2022-2026: This section describes Virginiaôs goals, objectives, 

strategies, and core activities to reduce HIV transmission in Virginia and improve the health and 

well-being of all Virginians with HIV.  The Planôs goals and objectives closely align with the 

vision and goals articulated in the National HIV/AIDS Strategy (NHAS) and EHE.   

6. Integrated Planning Implementation, Monitoring,  and Jurisdictional Follow-Up: This 

section outlines a specific method for monitoring progress of measurable objectives.  As well as 

how Virginia will use this information to improve Virginiaôs HIV services.  

Changes since the last integrated plan include increased focus on Pre-Exposure Prophylaxis 

(PrEP), comprehensive harm reduction (CHR), and status neutral service navigation for HIV 

prevention and care.  Additional priorities for HIV Care Services include expansion of Rapid 

Start programs, services for aging PWH, and greater collaboration with partner agencies to 

strengthen housing, mental health, and substance use disorder treatment.   

Finally, Virginia will work to recover from the impact of the COVID-19 pandemic; including 

returning HIV, STI, and viral hepatitis testing to pre-pandemic levels and regaining successes 

previously achieved in timely linkage to care, retention in care and viral suppression. 

Virginiaôs Plan is a living document.  DDP will review and update the Plan annually in 

collaboration with our partners.   
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II . Jurisdictional Planning Process 

In the formulation of this plan, the DDP collaborated with a variety of stakeholders, including 

the Virginia Community HIV Planning Group (CHPG); Ryan White Parts A/B/C/D providers in 

Virginia, including the Norfolk TGA and Washington D.C. EMA; community-based 

organizations, medical providers and other agencies serving PWH and persons who experience 

risk for HIV infection.  Each work unit (HIV Care Services, HIV and Hepatitis Prevention, STD 

Prevention and Surveillance, and HIV and Hepatitis Surveillance) actively participated in work 

groups and planning meetings to ensure inclusion of STIs, viral hepatitis, and other relevant 

activities into the process.  The following examples Virginiaôs steps to solicit input in each step 

of the planning process since the development of the last Comprehensive HIV Services Plan and 

Statewide Coordinated Statement of Need.   

 

Entities involved in the process 

Virginia Community HIV Planning Group: The CHPG is the Virginia HIV Prevention and 

Care services planning group.  DDP seeks to implement an integrated planning process that 

reflects guidelines established by CDC and HRSAôs 2021 Planning Guidance and supports their 

recommendation of parity and inclusion of those most affected by HIV.     

Virginia CHPG membership is reflective of Virginiaôs HIV epidemic by race, ethnicity, sexual 

orientation and gender identify.  More than 40% of members are PWH.  The CHPG consists of 

representatives from priority populations and from stakeholders that provide and/or support HIV 

prevention, care, and treatment services for its Virginiaôs residents.  CHPG membership includes 

representatives from local health districts, HIV medical providers, HIV prevention providers, 

behavioral health agencies, housing agencies, intimate partner violence programs.  Clinicians, 

pharmacists, case managers, patient navigators, and HIV testing and outreach staff serve on the 

CHPG.  Membership includes social sciences disciplines, business and labor industries, 

community health centers (CHCs), correction/detention center staff, faith communities, academic 

institutions, psychosocial support and treatment providers, other state agencies.  The voices of 

people with lived experience around substance use disorder, incarceration, homelessness, mental 

illness and poverty who serve on the CHPG add additional layers of richness to the 

recommendations and decisions for this Plan.  The CHPG provided input on prioritizing 

populations, identifying needs and constructing the strategies and activities for meeting the goals 

in the Plan.   

VDH Contracted HIV Prevention and Care Organizations: DDP solicited input and requested 

feedbacks from its from HIV prevention and care (RWHAP B) contracted agencies throughout 

the planning process at meetings at the Quarterly Prevention and Care Services Contractor 

meetings, the Quality Management Advisory Committee meetings, and the Virginia RWHAP 

Cross Parts Quality Management Summit.  

RWHAP A Organizations:  There are two RWHAP A jurisdictions in Virginia: (1) Norfolk 

TGA and (2) Washington, D. C. EMA.  The Norfolk TGA area overlaps with Virginiaôs Eastern 
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region and includes one county in North Carolina.  The Washington, D.C. EMA serves the 

portion of Virginia that comprises the Northern health region in addition to several counties in 

the Northwest region.  These two jurisdictions have the greatest number of PWH in the state.  

DDP has voting members from Prevention and Care that sit on these Part A Planning Councils to 

provide updates on the planning process and updates on Virginiaôs HIV service delivery system.  

The Washington, D.C. EMA is developing their own plan.   

The Norfolk TGA requested to be included in the 2022-2026 Integrated Plan.  They provided 

information and data to describe service needs, barriers, and gaps in their region.  They also 

provided input on the proposed priorities and goals of the Integrated Plan. 

Collaboration with RWHAP C, D, and F Parts: Stakeholders received information and provided 

feedback in several statewide meetings throughout 2021 and 2022, including two annual 

programmatic summits, one mentioned above, as well as a Case Management Summit.  Each 

meeting provided an update, as well as opportunities to gather feedback.  The audiences varied 

throughout the year and different DDP units facilitated the meetings.   

Public Hearings: DDP conducts two public hearings annually to ask for input to improve care 

and prevention strategies and activities.  Public hearings have helped the RWHAP B program 

unify eligibility for all RWHAP Part B services in Virginia, inform DDP on how to implement a 

new data system for both HIV Prevention and Care services data, and provided input into this 

plan and other issues that PWH face.  VDH incorporated feedback gathered from public hearings 

into the needs assessment section of this plan.   

In 2022, DDP conducted a virtual public hearing to provide information/updates and get 

feedback on the plan.  As a part of the public hearing, VDH lead discussions to gather input on 

the plan based on the four EHE pillars: Diagnose, Treat, Prevent and Respond, as well as service 

needs/improvements and barriers to accessing HIV Prevention and treatment services.  VDH 

used feedback provided from the public hearing to inform the planning process, including the 

development of the goals and objectives.   

DDP also presented on the process at the VDH Agency Leadership Forum that includes local 

health district staff and central office administrators.  Disease Intervention Specialists were 

engaged via webinar to learn about the NHAS and Virginiaôs plans. 

 

Engagement of PWH  

As described above, more than 40% of CHPG members are PWH.  Feedback and engagement 

were encouraged through both large and small group discussions, written feedback, and surveys.   

VDH also engaged with the Virginia Consumer Advisory Committee (VACAC), a RWHAP B 

Quality Management Advisory Committee Subcommittee, which is a consumer-led committee 

that provides feedback on the quality of care from the contracted RWHAP B subrecipients.  

VDH used the quarterly statewide consumer meetings to gather regular input from VACAC into 



 
 

8 

 

the development of the plan.  The VACAC also plays a critical role in engaging additional 

consumersô feedback and participation.   

Priorities  

Several priorities emerged from the planning and community engagement process, including 

those listed below.  The plan Goals and Objectives section further elaborates on the list below.    

Å Expanding access to PrEP/Non-Occupational Post-Exposure Prophylaxis (nPEP) and 

CHR services throughout the state 

Å Reducing stigma and addressing health disparities 

Å Addressing needs of rural areas and those with greatest nnmet need (HIV) 

Å Addressing needs for persons aged 50 and older across HIV service delivery system 

Å Focusing care and treatment needs for pregnant persons with HIV 

Å Addressing and incorporating SDOH into service planning and delivery across the HIV 

service delivery system 

Å Collaborating with partners for service access for both persons who experience risk for 

HIV infection and those with HIV 

 

III. Contributing Data Set s and Assessments 

A. Epidemiologic Overview: People Diagnosed and those that experience risk for HIV  

infection 

Geographic Overview 

Virginia is a medium-size South Atlantic state, consisting of 95 counties and 38 independent 

cities.  Virginia shares a border with the District of Columbia (DC), Kentucky, Maryland, North 

Carolina, Tennessee, and West Virginia.  VDH organizes the state into five health regions: 

Central, Eastern, Northern, Northwest, and Southwest, which are comprised of 35 health districts 

(Figure 1).  In addition, two large metropolitan regions receive dedicated federal HIV funding for 

services: Northern Virginia, which is part of the DC EMA, and the Norfolk, Virginia TGA, 

which is part of the Eastern region. 
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Figure 1: Virginia Health Regions, Health Districts, and Localities (Counties and 

Independent Cities 

Population estimates in this report are as of 2019 (utilizing 2019 data as that aligns with 

Virginiaôs most completed year for HIV epidemiological data), the most recent and complete 

year of the United States (U.S.) Census Bureau population estimates.  According to the US 

Census Bureau, Virginiaôs 2019 population was 8,535,519, accounting for 2.6% of the national 

population (328,239,523).  Over the last decade, Virginiaôs population increased by over 530,000 

residents, for a growth rate of 6.7%, slightly higher than the national growth rate of 6.3%.  Table 

1 presents Virginiaôs total population data, 2020 total PWH including AIDS, and 2020 newly 

diagnosed PWH by health planning region. 

Table 1: Virginia Population Estimates (2019) and Persons with HIV in Virginia (2020) 

 2019 General 

Population1 

2020 PWH2 2020 New 

Diagnoses2 

Number Percent Number Percent Number Percent 

Total 8,535,519 100.0% 25,552 100.0% 631 100.0% 
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Known Residence 8,535,519 100.0% 25,252 98.8% 631 100.0% 

Central 1,460,750 17.1% 6,000 23.5% 150 23.8% 

Eastern 1,858,179 21.8% 7,812 30.6% 229 36.3% 

Northern  2,524,874 29.6% 6,946 27.2% 140 22.2% 

Northwest 1,354,019 15.9% 2,310 9.0% 53 8.4% 

Southwest 1,337,697 15.7% 2,184 8.6% 59 9.4% 

Unknown 

Residence 

  300 1.2% 0 0.0% 

Norfolk TGA * 1,693,111 19.8% 7,404 32.5% 221 38.6% 

Sources:  

12019 Virginia population by county,  

2Virginia Enhanced HIV/AIDS Reporting System (eHARS) September 2021 frozen dataset 

Although the 2019 Northern region population is the largest among the five health regions 

(29.6%), it ranks second in terms of total number of PWH (27.2%) and third in 2020 new 

diagnoses (22.2%).  The Eastern region, which includes the Norfolk TGA (which includes the 

following jurisdictions: Norfolk, Chesapeake, Portsmouth, Suffolk, Virginia Beach, Hampton, 

Newport News, Poquoson, Williamsburg, and the counties of Isle of Wight, James City, 

Gloucester, Mathews, and York and Currituck County North Carolina), has both the largest 

number of PWH (30.6%) and the largest number of 2020 new diagnoses (36.3%).  The 

Central region, which is home to Virginiaôs capital, Richmond, ranks third in terms of total 

number of PWH (23.5%) and second in new 2020 diagnoses (23.8%).  

The Norfolk TGAôs general population represents 91.1% of the total population in the Eastern 

region.  In terms of PWH, the Norfolk TGA contains 94.8% of the Eastern regionôs PWH and 

96.5% of the Eastern regionôs 2020 newly diagnosed persons. 

Figure 2 depicts the geographic distribution of PWH across Virginiaôs counties and independent 

cities as a rate per 100,000 population.  Examining HIV data using rates allows for direct 

comparison of localities with smaller populations to those with larger populations.  The darkest 

shaded areas on the map represent counties and independent cities most impacted by HIV.  As 

seen in figure 2, darker areas are predominantly located in the Eastern region/Norfolk TGA, 

Central region, and Northern region. 
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Figure 2: Persons with HIV Disease as of December 31, 2020 Across Virginiaôs Counties 

and Independent Cities as a Rate per 100,000

 

Sociodemographic Characteristics 

The demographic characteristics of all PWH reported as of December 31, 2020, and 2020 newly 

diagnosed PWH compared to the demographic characteristics of Virginiaôs 2019 general 

population are in Table 2.  Demographics presented in this section include sex at birth, age (age 

as of December 31, 2020, for PWH and age at diagnosis for 2020 new diagnoses), race/ethnicity, 

and HIV transmission category.  VDH reports sex at birth because current gender and 

transgender status are incomplete in the HIV surveillance data.  Additionally, VDH collaborated 

with the University of Virginia to conduct an in-depth assessment of transgender and gender 

non-conforming (TGNC) persons with and those who experience risk for HIV infection in 

Virginia through a survey called This Great New Community (TGNC) Survey 

(www.tgncsurvey.com).  The study gathers data to present a comprehensive picture of this 

population with the goal of better understanding and serving the healthcare needs of TGNC 

people in Virginia.  Topics addressed include experiences of physical and sexual violence, 

housing status, employment status, insurance enrollment, and access to healthcare, health status 

with regard to conditions such as substance use, mental health, cancer, heart disease, and others, 

and experience of discrimination in healthcare as well as other areas such as employment and 

housing.  It also includes an assessment of risk for HIV infection, hepatitis, and other STIs, 

access to treatment and care for HIV, and questions about the quality of these services available 

for transgender and gender non-conforming persons in Virginia. 

PWH are mostly male at birth (74.8%), between the ages of 45 and 64 years (50.3%), and Black, 

non-Hispanic (57.8%).  Among the 80% of PWH with a reported HIV transmission risk, the 

http://www.tgncsurvey.com/
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most common risk factor is men who have sex with men (MSM) (62.0%) followed by 

heterosexual contact (23.8%). 

Characteristics of newly diagnosed persons follow a similar pattern to all PWH except for age 

distribution.  As with all PWH, most new diagnoses were male at birth (81.8%) and Black, non-

Hispanic (66.1%).  Of those with a reported transmission risk factor, the most common 

transmission risk was MSM (78.7%).  Newly diagnosed PWH are younger than all PWH, with 

the majority (54.6%) of new diagnoses between the ages of 20 and 34 years. 

Transgender individuals remain a priority population for HIV prevention and care.  DDP made 

strides to improve reporting of transgender status in the HIV surveillance database by adopting a 

CDC algorithm to identify persons whose current gender differs from their sex assigned at birth. 

Table 2: Comparison of Demographic Characteristics of Virginiaôs 2019 General 

Population with PWH and New Diagnoses as of December 31, 2020  

 
2019 Virginiaôs 

General Population 

2020 PWH in 

Virginia  

2020 New Diagnoses 

in Virginia  

 Number Percent 
Numb

er 
Percent Number Percent 

Total 8,535,519 100.0% 25,552 100.0% 631 100.0% 

Sex at Birth       

Male 4,200,257 49.2% 19,107 74.8% 516 81.8% 

Female 4,335,262 50.8% 6,445 25.2% 115 18.2% 

Age (years)       

<10 1,020,363 12.0% 23 0.1% 0 0.0% 

10 ï 14    525,235  6.2% 24 0.1% 0 0.0% 

15 ï 19    541,828  6.3% 86 0.3% 33 5.2% 

20 ï 24    571,619  6.7% 597 2.3% 110 17.4% 

25 ï 29    601,926  7.1% 1,733 6.8% 132 20.9% 

30 ï 34    588,455  6.9% 2,463 9.6% 103 16.3% 

35 ï 39    581,713  6.8% 2,254 8.8% 68 10.8% 

40 ï 44    530,783  6.2% 2,371 9.3% 51 8.1% 

45 ï 49    547,506  6.4% 2,573 10.1% 36 5.7% 

50 ï 54    552,768  6.5% 3,458 13.5% 33 5.2% 
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55 ï 59    584,373  6.8% 3,886 15.2% 31 4.9% 

60 ï 64    530,044  6.2% 2,947 11.5% 25 4.0% 

65+ 1,358,906 15.9% 3,132 12.3% 9 1.4% 

Race/Ethnicity1       

Black, non-Hispanic 1,625,942 19.0% 14,766 57.8% 417 66.1% 

White, non-Hispanic 5,212,705 61.1% 7,044 27.6% 127 20.1% 

Hispanic/Latino (all 

races) 
828,154 9.7% 2,463 9.6% 67 10.6% 

Asian/ Hawaiian/ 

Pacific Islander 
564,377 6.6% 413 1.6% 10 1.6% 

Amer. Indian/ 

Alaska Native 
17,497 0.2% 27 0.1% 0 0.0% 

Multi -race/ 

Unknown 
286,844 3.4% 839 3.3% 10 1.6% 

Transmission 

Category 
      

Male-to-male sexual 

contact (MSM) 
  12,679 49.6% 377 59.7% 

Injection drug use 

(IDU) 
  1,688 6.6% 15 2.4% 

MSM & IDU   841 3.3% 8 1.3% 

Heterosexual 

contact 
  4,859 19.0% 79 12.5% 

Pediatric   314 1.2% 0 0.0% 

Blood recipient   61 0.2% 0 0.0% 

No risk factor 

reported or 

identified 

  5,110 20.0% 152 24.1% 

Sources: 1https://www.statista.com/statistics/588114/virginia-population-ethnicity-race/ 

Virginia has an aging population of PWH.  A greater number of people are now living longer 

with HIV due to advances in medical treatment and care.  Figure 3, which depicts the age 

distribution of all PWH and newly diagnosed PWH, shows that most PWH are over 45 years, 
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with the largest age group between 55 and 64 years.  In contrast, more than half of persons newly 

diagnosed with HIV are under 35 years. 

Figure 3: Percentage by Age Group of All Persons with HIV and those Newly Diagnosed as 

of December 31, 2020  

 

The Norfolk Transitional RWHAP A Grant Area (TGA)  

Table 3 presents 2020 data from the Norfolk TGA demographics of the overall population, PWH 

in the TGA, and persons newly diagnosed with HIV in the TGA.  Compared to Virginiaôs 

general population, Norfolk TGA residents are slightly younger; with 48.0% of residents under 

age 35 compared to the general populationôs 45.2%.  Compared to Virginiaôs general population, 

Norfolk TGA residents are also more likely to be non-Hispanic Black (32.0% compared to 

19.0%). 

Demographics of people with and newly diagnosed with HIV in the Norfolk TGA are similar to 

those of the Virginia general population.  Most are male at birth (73.7% of all PWH and 83.7% 

of newly diagnosed PWH), non-Hispanic Black (67.6% of all PWH and 71.0% of newly 

diagnosed PWH) and have an MSM transmission risk (48.5% of all PWH and 60.2% of newly 

diagnosed PWH).  

Some key differences exist between PWH in the Norfolk TGA and PWH in the Virginia general 

population.  In 2020, compared to newly diagnosed persons statewide, persons newly diagnosed 

in the Norfolk TGA were younger (66.6% were under age 35 compared to 59.8% in Virginia), 

more likely to be non-Hispanic Black (71.0% vs. 66.1%), and more likely to have an IDU 

transmission category (5.0% vs. 2.4%).  Conversely, those newly diagnosed in the Norfolk TGA 

in 2020 were less likely to be Hispanic/Latino (5.4% vs. 10.6%) and to have a heterosexual 

contact transmission category (9.1% vs. 12.5%) compared to newly diagnosed persons statewide.   

Compared to all PWH in Virginia, PWH in the Norfolk TGA are younger (23.6% under age 35 

vs. 19.2% under age 35), more likely to be non-Hispanic Black (67.6% vs. 57.8%), and more 

likely to have no transmission risk factor reported or identified (22.9% vs. 20.0%).  Compared to 

all PWH in Virginia, PWH in the Norfolk TGA are less likely to be non-Hispanic White (22.1% 

vs. 27.6%) or Hispanic/Latino (5.3% vs. 9.6%) and to have heterosexual contact as a 

transmission risk factor (17.7% vs. 19.0%).   

50% 40% 30% 20% 10%  0%  10%  20%  30%  40%  50%

<15 years

15 - 24 years

25 - 34 years

35 - 44 years

45 - 54 years

55 - 64 years

65+ years

All PLWH
(n=25,552)

Newly Diagnosed
(n=631)
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Table 3: Comparison of Demographic Characteristics of the Norfolk TGAôs 2019 General 

Population with PWH in the Norfolk TGA as of December 31, 2020 and New Diagnoses in 

2020 in the Norfolk TGA 

 
2019 Norfolk TGA 

General Population 

2020 PWH in 

Norfolk TGA  

2020 New Diagnoses 

in Norfolk TGA  

 Number Percent Number Percent Number Percent 

Total 1,693,111 100.0% 7,404 100.0% 221 100.0% 

Sex at Birth       

Male 832,287 49.2% 5,460 73.7% 185 83.7% 

Female 860,824 50.8% 1,944 26.3% 36 16.3% 

Age (years)       

<10 209,007 12.3% 7 0.1% 0 0.0% 

10 ï 14 101,420 6.0% 3 0.0% 0 0.0% 

15 ï 19 106,627 6.3% 27 0.4% 16 7.2% 

20 ï 24 132,212 7.8% 223 3.0% 45 20.4% 

25 ï 29 136,935 8.1% 624 8.4% 47 21.3% 

30 ï 34 127,043 7.5% 866 11.7% 39 17.7% 

35 ï 39 117,124 6.9% 744 10.0% 27 12.2% 

40 ï 44 96,909 5.7% 661 8.9% 15 6.8% 

45 ï 49 95,035 5.6% 665 9.0% 7 3.2% 

50 ï 54 99,085 5.9% 905 12.2% 9 4.1% 

55 ï 59 113,660 6.7% 1,094 14.8% 7 3.2% 

60 ï 64 103,236 6.1% 805 10.9% 7 3.2% 

65+ 254,818 15.1% 779 10.5% 2 0.9% 

Race/Ethnicity       

Black, non-Hispanic 541,487 32.0% 5,005 67.6% 157 71.0% 

White, non-Hispanic 940,625 55.6% 1,633 22.1% 42 19.0% 
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Hispanic/Latino (all 

races) 
122,773 7.3% 

396 5.3% 12 5.4% 

Asian/ Hawaiian/ 

Pacific Islander 
81,210 4.8% 

68 0.9% 4 1.8% 

Amer. Indian/ 

Alaska Native 
7,016 0.4% 

8 0.1% 0 0.0% 

Multi -race/ 

Unknown 
  

294 4.0% 6 2.7% 

Transmission 

Category 
  

    

Male-to-male sexual 

contact (MSM) 
  

3,590 48.5% 133 60.2% 

Injection drug use 

(IDU) 
  

491 6.6% 11 5.0% 

MSM & IDU   227 3.1% 2 0.9% 

Heterosexual 

contact 
  

1,314 17.7% 20 9.1% 

Pediatric   75 1.0% 0 0.0% 

Blood recipient   14 0.2% 0 0.0% 

No risk factor 

reported or 

identified 

  

1,693 22.9% 55 24.9% 

 

Socioeconomic Data 

Table 4 presents selected socioeconomic data for Virginia and the five health regions.  Income, 

education, employment, and insurance status have direct health implications for people with and 

at risk for HIV.  These factors determine access to healthcare, housing, and essential services.   

In 2021, approximately 10.6% of Virginians lived at or below 100% of the federal poverty level 

(FPL).  This varied by region from 6.2% in the Northern region to 16.6% of in the Southwest 

region.  Per capita income varied similarly by region, with income ranging from $25,777 per 

capita in the Southwest region to $53,021 per capita in the Northern region.   

As with income, educational attainment was highest in the Northern region, where 59% of the 

population 25 years and older had a bachelorôs degree or higher, and was lowest in the 

Southwest region where 23% of those 25 years and older had a bachelorôs degree or higher.  
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Unemployment followed a slightly different pattern: the Northern and Northwest regions had the 

lowest unemployment rates (2.3% each), while unemployment was highest in the Eastern region 

(3.2%).   

In January 2019, Virginia Medicaid expansion increased insurance access for individuals aged 

19-64 and with income at or below 138% of the FPL.  Following Medicaid expansion, uninsured 

rates declined statewide.  The 2019 U.S. Census Bureauôs American Community Survey 

estimates that 7.9% of Virginians were uninsured, with higher rates of uninsured in the Central 

(8.3%) and Northern (8.1%) regions and lower rates in the Eastern (7.4%), Northwest (7.2%), 

and Southwest (6.8%) regions.   

Statewide, 12.7% of Virginians are foreign-born with 46.8% of them not having U.S. citizenship.  

The percentage of foreign-born residents varies widely by region, from a low of 5.3% in the 

Southwest region (and 52.1% of these not having U.S. citizenship) to a high of 28.0% of foreign-

born residents in the Northern region (with 44.4% not having U.S. citizenship).   

Table 4: Socioeconomic Characteristics of Virginia and Five Health Regionsô General 

Population 

 Virginia  Central Eastern Northern  Northwest Southwest 

Below 100% Federal 

Poverty Level 
10.6% 12.1% 11.6% 6.2% 9.9% 16.6% 

Per capita income1 $39,278 $28,601 $32,409 $53,021 $33,090 $25,777 

Educational attainment 

(population Ó25 years) 

      

Ò8th grade 4% 4% 3% 4% 4% 5% 

9th to 12th grade (no 

diploma) 
6% 7% 6% 4% 7% 9% 

High school of 

equivalency 
24% 27% 26% 14% 29% 32% 

Some college 19% 20% 24% 14% 20% 21% 

Associates Degree 8% 7% 10% 6% 7% 10% 

Bachelorôs Degree  22% 21% 19% 31% 19% 14% 

Masterôs Degree or 

higher 
17% 13% 12% 28% 14% 9% 

Unemployment rate2 3.4% 3.1% 3.2% 2.3% 2.3% 2.8% 

Uninsured3 7.9% 8.3% 7.4% 8.1% 7.2% 6.8% 

Foreign born 12.7% 9.6% 7.5% 28.0% 8.3% 5.3% 
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Not a U.S. Citizen4 46.8% 56.4% 40.8% 44.4% 55.4% 52.1% 

Source: U.S. Census Bureau, American Community Survey 1-year 

1Per capita income is an average of the average income for each locality by region.  The average of averages is not a 

reliable calculation. 

2Statewide rate is seasonally adjusted as of December 2021.  Regional rates do not adjust seasonally and are as of 

November 2021.  All unemployment data are from the U.S. Bureau of Labor Statistics, Local Area Unemployment 

Statistics.  

3Uninsurance data are based on 2019 American Community Survey estimates 

4Percent not a U.S. citizen are reported as a percent of the foreign-born population
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Behavioral and Clinical Characteristics 

The Medical Monitoring Project (MMP) is a CDC-funded survey of adults with diagnosed HIV that assesses behavioral and clinical 

characteristics at a specific point in time.  Data collected as part of Virginia MMP from 2015-2019 were used to report estimates of 

select characteristics of adults with HIV.  Tables 5 and 6 present these data as unweighted frequencies and weighted percentages with 

95% confidence intervals.  Data with a coefficient of variance of 30% or greater are not included in this report as inferences about 

these data cannot be made.  The MMP data are self-reported and therefore subject to response bias. 

Table 5 presents behavioral characteristics of adults with HIV.  An estimated 59.8% of persons with HIV reported sexual intercourse 

in the previous 12 months.  The Northern region reported the highest percentage of sexual activity (64.1%) and the Southwest region 

reported the lowest (48.9%).  Among participants who reported having sex in the previous 12 months, an estimated 53.9% engaged in 

sex without a condom in the previous 12 months, with the highest percentage in the Southwest region (63.1%) and the lowest 

percentage in the Northwest region (47.4%).  Please note that this measurement does not consider the viral load of the person.  The 

most reported sexual partner type was MSM, with 45.0% of persons in the Northern region indicating this type of partnership.  An 

estimated 52.8% of persons reported alcohol use in the previous 30 days.  Alcohol use was highest in the Northern region (57.8%) and 

lowest in the Southwest region (33.6%).  Across the state, an estimated 15.6% of persons reported binge drinking in the previous 30 

days.  Non-injection drug use in the previous 12 months was most common in the Central region (36.5%) and least common in the 

Northwest region (15.5%).  Across the state, an estimated 8.1% of persons reported IDU in their lifetime. 

Table 5: Behavioral Characteristics, Medical Monitoring Project 2015-2019 

  Virginia  Central Eastern  Northern  Northwest Southwest 

  Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c 

Sexual intercourse, 

past 12 months                                     

 Yes 426 59.8 

55.6-

64.0 144 58.7 

51.7-

65.7 

13

2 61.8 

53.9-

69.7 88 64.1 

55.1-

73.1 32 57.2 

43.2-

71.2 30 48.9 

34.3-

63.5 
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 No 285 40.2 

36.0-

44.4 100 41.3 

34.3-

48.3 77 38.2 

30.3-

46.1 52 35.9 

26.9-

44.9 25 42.8 

28.8-

56.8 31 51.1 

36.5-

65.7 

Engaged in 

condomless sex, 

past 12 monthse                                     

Yes 225 53.9 

 48.5-

59.4 82 

 

58.1 

 

49.4-

66.7 65 

 

50.5 

 40.6-

60.4 43 

 

52.1 

 40.0-

64.3 16 

 

47.4 

 28.2-

66.6 19 63.1 

 

43.0-

83.2 

 No 190 46.1 

 40.6-

51.5  59 41.9 

 

33.3-

50.6  63 

 

49.5 

 39.6-

59.4 

 

41 47.9 

 35.7-

60.0 

 

16 

 

52.6 

 33.4-

71.8  11 

 

36.9 

 

16.8-

57.0 

Classification of 

sexual partner 

typef                                     

No sex at all 284 40.1 

35.9-

44.3 100 41.3 

34.3-

48.3 76 37.9 

30.0-

45.8 52 35.9 

26.9-

44.9 25 42.8 

28.8-

56.8 31 51.1 

36.5-

65.7 

Men who have sex 

with men (MSM) 215 32.7 

28.7-

36.7 70 30.1 

23.7-

36.5 61 29.8 

22.6-

37.1 55 45.0 

35.4-

54.5 12 21.0 

9.7-

32.3 17 31.4 

17.5-

45.3 

Men who have sex 

with women (MSW) 65 9.1 

6.8-

11.4 26 11.1 

6.9-

15.3 24 11.0 

6.5-

15.6 īd īd īd īd īd īd īd īd īd 

Women who have 

sex with men 

(WSM) 109 13.3 

10.5-

16.1 34 10.9 

7.1-

14.7 34 16.2 

9.9-

22.4 22 13.0 

7.2-

18.8 īd īd īd īd īd īd 

Description of sex 

behavior                                     
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No sex at all 284 40.3 

36.1-

44.5 100 41.5 

34.5-

48.5 76 38.1 

30.2-

46.1 52 36.2 

27.2-

45.3 25 42.8 

28.8-

56.8 31 51.1 

36.5-

65.7 

Sex with a condom 190 26.8 

23.1-

30.5 59 24.2 

18.4-

30.1 63 29.1 

21.9-

36.2 41 29.7 

21.1-

38.4 16 30.1 

16.2-

44.1 īd īd īd 

Condomless sex 

with only HIV-

positive partners 68 9.6 

7.2-

12.0 22 9.8 

5.5-

14.1 24 11.9 

7.0-

16.9 īd īd īd īd īd īd īd īd īd 

Condomless sex 

with HIV-negative 

partner on PrEP 23 3.9 

2.1-

5.7 īd īd īd īd īd īd īd īd īd īd īd īd īd īd īd 

Condomless sex 

with partner of 

unknown HIV and 

PrEP status 50 6.0 

4.3-

7.7 20 7.6 

4.2-

11.0 14 5.4 

2.5-

8.2 īd īd īd īd īd īd īd īd īd 

Condomless sex 

with HIV-negative 

partner not on PrEP 

or of unknown PrEP 

status 84 11.9 

9.2-

14.6 33 13.3 

8.8-

17.9 22 8.8 

4.8-

12.7 17 15.2 

7.7-

22.8 īd īd īd īd īd īd 

Alcohol use, past 

30 days                                     

  Yes 367 52.8 

48.6-

57.0 131 56.8 

50.0-

63.7 

11

3 54.6 

46.5-

62.6 75 57.8 

48.6-

67.0 24 37.7 

24.3-

51.1 24 33.6 

20.6-

46.7 

  No 348 47.2 

43.0-

51.4 113 43.2 

36.3-

50.0 96 45.4 

37.4-

53.5 67 42.2 

33.0-

51.4 34 62.3 

48.9-

75.7 38 66.4 

53.3-

79.4 
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Binge drinking, 

past 30 days                                     

  Yes 124 15.6 

12.9-

18.4 48 20.3 

14.8-

25.8 40 16.5 

11.3-

21.7 19 11.9 

6.4-

17.4 īd īd īd īd īd īd 

  No 590 84.4 

81.6-

87.1 196 79.7 

74.2-

85.2 

16

9 83.5 

78.3-

88.7 

12

2 88.1 

82.6-

93.6 51 90.6 

83.6-

97.6 52 89.1 

82.1-

96.0 

Non-injection drug 

use, past 12 months                                     

  Yes 192 26.0 

22.5-

29.6 83 36.5 

29.8-

43.3 60 25.9 

19.5-

32.4 25 18.6 

11.4-

25.8 11 15.5 

6.5-

24.4 13 17.3 

7.4-

27.2 

  No 524 74.0 

70.4-

77.5 161 63.5 

56.7-

70.2 

15

0 74.1 

67.6-

80.5 

11

7 81.4 

74.2-

88.6 47 84.5 

75.6-

93.5 49 82.7 

72.8-

92.6 

History of Injection 

drug use                                     

  Yes 59 8.1 

5.8-

10.4 18 7.7 

3.8-

11.7 18 6.7 

3.5-

9.9 īd īd īd īd īd īd īd īd īd 

  No 657 91.1 

89.6-

94.2 226 92.3 

88.3-

96.2 

19

2 93.3 

90.1-

96.5 

13

2 91.8 

86.1-

97.5 51 88.7 

80.1-

97.4 56 88.8 

78.7-

99.0 

a Unweighted counts; b Weighted percentages; c CIs incorporate weighted percentages 

d Coefficient of variation (CV) is greater than 0.30; thus data are not reportable,  

 
e Among participants who reported having sex in the past 12 months,  f Classification of sexual partner type included other response options (i.e., MSMW, WSMW, 

MSMTG, MTG only, etc.); however, these responses were not reportable in any region and were excluded from the table 
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Table 6 presents clinical characteristics of adults with HIV.  The majority of persons (64.9%) were diagnosed 10 or more years ago.  

Statewide, an estimated retention of 82.0% of persons in care in the previous 12 months.  The proportion of persons retained in care in 

the previous 12 months was highest in the Northwest region (85.6%) and lowest in the Eastern region (74.0%).  Greater than 94.0% of 

persons reported currently taking antiretroviral therapy (ART) in each region, with an estimated 96.5% of persons currently taking 

ART throughout the state.  An estimated 81.6% of persons reported sustained undetectable viral loads in the previous 12 months.  The 

Northern region reported the highest percentage of persons with sustained undetectable viral loads (90.6%) and the Eastern region 

reported the lowest (72.1%).  CD4 cell count is used as a marker for immune system function, with lower counts indicating a 

weakened immune system1.  An estimated 8.0% of persons reported a CD4 count below 200 in the previous 12 months across the 

state, while the majority of persons in each region reported all CD4 counts of 500 or more.  An estimated 17.6% of persons reported 

an overnight hospitalization in the previous 12 months, with hospitalizations highest in the Eastern region (20.0%).  An estimated 

42.6% of persons reported an emergency department (ED) visit in the previous 12 months.  ED visits were highest in the Eastern 

region (48.6%) and lowest in the Northwest region (24.5%).   

Table 6: Clinical Characteristics, Medical Monitoring Project, 2015-2019 

  Virginia  Central Eastern Northern  Northwest Southwest 

  Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c Na %b 

95% 

CI c 

Time since HIV 

diagnosis                                     

Less than 5 years 122 15.4 

12.6-

18.2 36 15.5 

10.6-

20.4 43 17.6 

12.1-

23.2 27 16.0 

9.8-

22.2 īd īd īd īd īd īd 

5-9 years 154 19.7 

16.6-

22.8 64 24.9 

19.1-

30.6 41 17.8 

12.1-

23.5 29 17.7 

11.1-

24.3 īd īd īd īd īd īd 

10 or more years 445 64.9 

61.0-

68.7 145 59.6 

52.9-

66.3 

12

7 64.6 

57.3-

71.9 89 66.3 

57.9-

74.6 40 69.1 

55.5-

82.6 44 76.5 

65.6-

87.3 
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Retained in 

care, past 12 

monthse                                     

Yes 595 78.2 

74.5-

82.0 212 81.8 

75.7-

88.0 

16

4 74.0 

66.7-

81.3 122 77.7 

69.1-

86.3 49 85.6 

76.4-

94.8 48 75.3 

62.7-

87.9 

No 127 21.8 

18.0-

25.5 34 18.2 

12.0-

24.3 47 26.0 

18.7-

33.3 23 22.3 

13.7-

30.9 īd īd īd 14 24.7 

12.1-

37.3 

Time since most 

recent HIV care 

appointmente                                     

0-3 months 170 55.2 

48.9-

61.5 74 63.2 

53.7-

72.6 46 59.7 

47.6-

71.8 22 37.9 

23.1-

52.8 12 62.0 

40.8-

83.3 16 48.6 

29.7-

67.5 

4-6 months 91 29.6 

23.9-

35.2 29 23.8 

15.9-

31.8 26 30.2 

19.3-

41.2 17 31.4 

17.2-

45.7 īd īd īd 11 39.3 

20.2-

58.5 

7 or more months 39 15.3 

10.4-

20.2 12 13.0 

5.7-

20.2 īd īd īd 13 30.6 

15.9-

45.4 īd īd īd īd īd īd 

Currently 

taking ART                                     

Yes 690 96.5 

94.8-

98.2 237 97.8 

95.7-

99.8 

19

9 94.7 

90.7-

98.8 136 95.1 

90.8-

99.3 56 98.3 

95.0-

100.0 62 

100.

0 

100.0-

100.0 

No 20 3.5 1.8-5.2 īd īd īd īd īd īd īd īd īd īd īd īd 0 0.0 0.0-0.0 

All viral load 

test results 

undetectable 

(<200                                     
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copies/mL), past 

12 months 

Yes 520 81.6 

78.3-

85.0 182 80.6 

75.1-

86.0 

13

2 72.1 

64.2-

80.0 113 90.6 

85.7-

95.4 47 89.1 

81.2-

97.0 46 88.9 

81.1-

96.6 

No 125 18.4 

15.0-

21.7 43 19.4 

14.0-

24.9 52 27.9 

20.0-

35.8 15 9.4 

4.6-

14.3 īd īd īd īd īd īd 

Lowest CD4 

count, past 12 

months                                     

0-199 56 8.0 

5.9-

10.2 21 8.9 

5.1-

12.7 16 7.3 

3.7-

11.0 īd īd īd īd īd īd īd īd īd 

200-499 208 32.7 

28.6-

36.8 76 33.7 

27.0-

40.4 50 27.2 

19.7-

34.6 52 43.2 

33.4-

53.0 16 33.3 

18.4-

48.1 14 22.1 

10.5-

33.7 

500 or more 378 59.3 

55.0-

63.5 130 57.4 

50.4-

64.3 

11

6 65.5 

57.6-

73.3 68 52.5 

42.7-

62.4 30 54.9 

39.7-

70.1 34 65.5 

51.7-

79.4 

Overnight 

hospitalization, 

past 12 months                                     

Yes 130 17.6 

14.5-

20.8 49 19.7 

4.3-

25.0 39 20.0 

13.4-

26.7 23 14.6 

8.2-

21.0 īd īd īd 12 16.9 

7.3-

26.4 

No 590 82.4 

79.2-

85.5 196 80.3 

75.0-

85.7 

17

2 80.0 

73.3-

86.6 121 85.4 

79.0-

91.8 51 90.9 

84.1-

97.6 50 83.1 

73.6-

92.7 

Emergency 

department                                     
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visit, past 12 

months 

Yes 322 42.6 

38.6-

46.7 119 47.2 

40.4-

54.0 

10

4 48.6 

40.6-

56.5 54 34.8 

26.2-

43.5 16 24.5 

13.0-

36.0 29 41.6 

27.8-

55.5 

No 396 57.4 

53.3-

61.4 125 52.8 

46.0-

59.6 

10

7 51.4 

43.5-

59.4 89 65.2 

56.5-

73.8 42 75.5 

64.0-

87.0 33 58.4 

44.5-

72.2 

a Unweighted counts; b Weighted percentages; c CIs incorporate weighted percentages  

d Coefficient of variance (CV) is greater than 0.30; thus data are not reportable 

e Two elements of outpatient HIV care at least 90 days apart; of those who received outpatient care 
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Five-Year Trends 

Over the past decade, Virginiaôs overall new HIV diagnoses declined.  From 2010 to 2019, new 

HIV diagnoses decreased by 18%, from 1,026 in 2010 to 841 in 2019.  This decline suggests a 

true decrease in new infections that attribute to increased HIV testing, uptake of PrEP, an 

emphasis on sustained viral suppression and faster linkage to care rates.  However, the COVID-

19 pandemic brought a dramatic decline in new diagnoses in 2020, much greater than the trend 

of the previous few years.  The 2020 decline in new cases may be, in part, a reflection of 

decreased testing which declined by 80% in 2020 and 2021.  As a result, the reader should 

interpret any 2020 data trends with caution.   

Figure 4 shows the number of HIV tests performed by VDH over the past five years by region, 

which highlights the impact of COVID-19.  From 2016-2019, VDH performed over 65,000 tests 

statewide.  This number dropped considerably in 2020 to a total of slightly over 23,000 tests.  

While VDH testing numbers declined dramatically in 2020, requests for home test kits nearly 

doubled from 657 in 2019 to 1,333 in 2020.   

Figure 4: Trend in HIV Tests by Health Region from 2016-2020

 

Figure 5 shows Virginiaôs five-year trends in the number of new HIV diagnoses by key 

demographics: sex at birth, race/ethnicity, and age at diagnosis, transmission risk, and health 

region.   

Figure 5: Trend in New HIV Diagnoses from 2016-2020 by (A) Sex at Birth; (B) 

Race/Ethnicity; (C) Age Group; (D) Transmission Risk; (E) Health Region 

 

*Other includes: Asian, Hawaiian/Pacific Islander, American Indian/Alaska Native, multi-race, and unknown 
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Late Diagnoses 

Timely diagnoses are an important component of managing the HIV epidemic.  Late diagnoses 

refer to persons who are classified as having AIDS at their initial diagnosis or within one year of 

their HIV diagnosis.  Late diagnosis data lag by one year because late diagnoses require a full 

year of follow-up to confirm any change in disease staging.    

Table 7 below shows the percentage of late diagnoses from 2015-2019 by region.  Statewide, the 

percentage of late diagnoses remained relatively stable from 2015 to 2019, from 22.5% in 2015 

to 23.2% in 2019.  Over the last five years, the Eastern and Northern regions have had the lowest 

percentage of late diagnoses.  The highest percentages were in the Southwest and Northwest.   

Table 7: Percentage of New Diagnoses that are Late Diagnoses by Region, 2015-2019 

 Virginia  Central Eastern Northern  Northwest Southwest 

2015 22.5% 20.5% 20.7% 24.6% 27.8% 23.5% 

2016 24.8% 26.0% 24.3% 22.5% 26.2% 30.6% 

2017 22.6% 23.8% 21.4% 22.3% 13.6% 33.3% 

2018 20.9% 24.0% 21.2% 17.1% 26.5% 16.7% 

2019 23.2% 21.6% 20.8% 22.6% 34.7% 30.8% 
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People who Experience Risk for HIV  infection 

In the United States, HIV continues to disproportionately impact certain populations, which are 

typically defined by individual attributes such as race/ethnicity, sex, and behavioral risk.  CDC 

defines populations at greatest risk as the following2: 

ǒ Gay and bisexual men of all races and ethnicities 

ǒ Black/African Americans 

ǒ Latinos 

ǒ People who inject drugs (PWID) 

ǒ People who are transgender 

The ñFive Year Trendsò section of the Epidemiologic Snapshot describes these factors and the 

association with new HIV diagnoses in Virginia (page 26).  Other factors that increase one's risk 

of getting or transmitting HIV include viral load, other STIs, and alcohol and drug use3.  As 

shown in Figure 6, rates of chlamydia, gonorrhea, and early syphilis increased from 2016 to 

2019.  Although Figure 6 depicts a decrease in chlamydia rates in 2020, interpret 2020 data with 

caution due to the impacts of COVID-19.  Throughout the timeframe in Figure 6, rates of 

chlamydia increased 2%, gonorrhea increased 36%, and early syphilis increased 20%.  As 

described by the CDC, people who have a STI may be at an increased risk of getting HIV, and in 

the U.S., both syphilis and HIV are highly concentrated epidemics among gay, bisexual, and 

other men who have sex with men4.  CDC states that men who get syphilis are at a very high risk 

of a future HIV diagnosis.  In 2015, Virginiaôs data mirrored that of New York City which 

showed that 1 in 20 MSM diagnosed with primary and secondary syphilis received an HIV 

diagnosis within a year and 1 in 15 MSM diagnosed with anorectal chlamydia/gonorrhea 

received a HIV diagnosis within a year.   

Figure 6.  Rates of Chlamydia, Gonorrhea, and Early Syphilis Diagnoses, 2016 - 2020 
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Considerations of SDOH enable a better understanding of populations with risk factors for and 

disproportionately impacted by HIV.  Social determinants of health (SDOH) ñare the conditions 

in the environments where people are born, live, learn, work, play, worship, and age that affect a 

wide range of health, functioning, and quality-of-life outcomes and risksò5.  Healthy People 

2030, describes five domains of SDOH: 

ǒ Economic stability 

ǒ Education access and quality 

ǒ Health care access and quality 

ǒ Neighborhood and built environment 

ǒ Social and community context 

According to the CDC 2020 HIV Surveillance Supplemental Report6, which accounts for 

individual attributes and SDOH,ò addressing SDOH also helps to quantify health differences 

between populations or geographic areas and can provide additional insightò.  This 2020 

Supplemental Report identifies several factors using national geocoded data on persons aged 18 

years and older with HIV infection diagnosed in 2018.  The highest HIV diagnoses rate for both 

sexes in all racial/ethnic groups and all transmission categories were among those who lived in 

census tracts where: 

ǒ 18% or more of the residents lived below the federal poverty level 

ǒ 18% or more of the residents had less than a high school diploma 

ǒ The median household income was less than $42,000 a year 

ǒ 15% or more of the residents did not have health insurance or a health coverage plan 

*NOTE: There may be correlation between some SDOH indicators and/or selected 

characteristics, but we did not assess correlations of indicators and/or characteristics for this 

report.   

The CDC Supplemental report includes additional information on health disparities and defines 

them "as avoidable differences in the incidence, prevalence, mortality, and cause of a disease and 

the related adverse health conditions that exist among specific population groupsò.  Most health 

disparities are closely tied to SDOH.  All factors described in this section substantially impact a 

personôs risk for HIV infection.   

People with Undiagnosed HIV 

The CDC estimates that 28,400 persons were living with diagnosed or undiagnosed HIV 

infection in Virginia in 2019, with 3,600 (12.7%) of these persons not knowing their status.  The 

percentage of PWH who do not know their status is estimated to vary among subpopulations.  

Table 8 shows the estimated percentage of PWH in Virginia who do not know their status by sex 

at birth, age at infection, race/ethnicity, and transmission category.   

Males at birth are estimated to be living with undiagnosed HIV at a higher percentage (13.4%) 

than females at birth (9.6%).  Data show that the percentage of PWH who do not know their 

status decreases with age at infection, from 39.1% of those infected at age 13-24 to 4.1% of those 

infected at age 55 or older.  Persons of Hispanic/Latino ethnicity are estimated to have the 
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highest percentage of undiagnosed HIV (15.0%) by race/ethnicity.  PWIDs are least likely to be 

living with undiagnosed HIV (4.8%). 

Table 8: Estimated1 percentage of People with HIV who do not know their status 

 Estimated persons 

living with 

diagnosed or 

undiagnosed HIV 

infection 

Estimated 

persons living 

with undiagnosed 

HIV infection  in 

Virginia  

Estimated percent 

of People with HIV 

who do not know 

their status in 

Virginia  

Virginia  28,400 3,600 12.7% 

Sex at birth    

Male 21,600 2,900 13.4% 

Female 6,800 650 9.6% 

Age at infection (yrs.)    

13-24 1,100 430 39.1% 

25-34 5,600 1,500 26.8% 

35-44 5,300 810 15.3% 

45-54 6,800 420 6.2% 

>=55 9,700 400 4.1% 

Race/ethnicity    

American Indian/Alaska 

Native 
20 0 0.0% 

Asian 430 50 11.6% 

Black, non-Hispanic 16,400 2,100 12.8% 

Hispanic/Latino2 2,800 420 15.0% 

Native Hawaiian/Other 

Pacific Islander 
10 0 0.0% 

White, non-Hispanic 7,800 900 11.5% 

Multiple races 910 130 14.3% 

Transmission category3    
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Male-to-male sexual 

contact 
17,000 2,400 14.1% 

Injection drug use 2,500 120 4.8% 

--Male 1,400 70 5.0% 

--Female 1,100 50 4.5% 

Male-to-male sexual 

contact and Injection 

drug use 

1,100 110 10.0% 

Heterosexual contact4 7,800 890 11.4% 

--Male 2,100 300 14.3% 

--Female 5,700 590 10.4% 

1Estimates derived by using HIV surveillance and CD4 data for persons aged >=13 years at diagnosis.  Estimates 

rounded to the nearest 100 for estimates of >1,000 and to the nearest 10 for estimates of <=1,000 to reflect model 

uncertainty.  Subgroups may not add to the column total due to rounding.   

2Hispanics/Latinos can be of any race.   

3Data by transmission category have been statistically adjusted to account for missing risk-factor information. 

 
4Heterosexual contact is with a person known to have, or to be at high risk for, HIV infection.   

Overview of Molecular Clusters Identified from 2016 ï 2021 

Cluster Detection and Response (CDR) is a core HIV surveillance program that identifies groups 

of related HIV infections in order to stop the spread of HIV.  Virginiaôs CDR program began in 

2016.  Each month, the program receives HIV genotypes (genotype is the genetic make-up of the 

virus) of PWH who have had a genotypic resistance test.  HIV genotypes, HIV DNA or RNA, 

are imported into a VDH HIV surveillance database and analyzed to assess similarities in the 

genotype.  Genetically linked genotypes are at least 99.5% similar, and indicate that transmission 

somehow occurred between those individuals, either directly or through a common source.  The 

CDR program uses HIV genotypes to identify priority clusters, defined as a cluster of at least 

five individuals diagnosed in the previous 12 months who have genetically linked HIV 

genotypes.  The HIV transmission rate in priority clusters is more than 10 times higher than the 

rate of HIV transmission in the entire population of PWH.  Once VDH identifies priority 

clusters, staff focus treatment and prevention efforts on these areas of high HIV transmission to 

stop HIV transmission. 

Since 2016, Virginiaôs CDR program identified 13 priority molecular clusters.  Table 9 provides 

a summary of the priority clusters.  Please note several limitations for these data.  First, cluster 

detection work cannot infer directionality of transmission.  In other words, it is not possible to 

say that person A gave HIV to person B.  Second, the clusters do not include every person 

potentially linked to the cluster.  There could be PWH genetically linked to the molecular cluster 
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that we have not been able to identify because they are yet to be diagnosed or they have been 

diagnosed but have not had an HIV genotype test.  Third, please note the difference between a 

molecular cluster and a transmission cluster.  A molecular cluster refers to genetically linked 

individuals.  The transmission cluster includes individuals in the molecular cluster and all named 

partners of individuals with HIV in the molecular cluster.  These clusters include named partners 

to help describe/identify characteristics of a larger picture of the clusters, and help focus 

treatment and prevention efforts.  Finally, CDC conducts national cluster analysis quarterly on 

genotypes from all jurisdictions, allowing identification of cross-jurisdictional molecular 

clusters.  Note that national analysis identified cluster names that begin with ñCDCò.  Virginiaôs 

local molecular analyses identified cluster names beginning with ñVAò. 

Table 9.  Priority Molecular Cluster Summary  

Cluster Name Year Size Sex at 

birth  

Race Age Region Risk Suppressed 

CDC_201606_53 2016 58 Male Black, 

White 

20-39 Eastern MSM, IDU, 

Heterosexual 

76% 

CDC_201606_153 2016 40 Male Black 20-29 Central, 

Eastern 

MSM 69% 

CDC_201712_731 2018 37 Male Black 20-39 Central, 

Northern, 

Eastern 

MSM 72% 

CDC_201803_628 2018 2* Male Hispanic 20-39 Northern MSM 100% 

VA_201805_075 2018 13 Male Black 13-29 Central, 

Eastern 

MSM 58% 

CDC_201812_845 2018 10 Male Black 20-29 Central, 

NW 

MSM 90% 

CDC_201812_3005 2018 13 Male Black 20-29 Eastern MSM 62% 

VA_201901_090 2019 10 Male White, 

Hispanic 

30-39 Northern MSM 90% 

VA_201911_115 2019 9 Male White 30-39 Eastern MSM, 

MSM/IDU 

67% 

VA_202004_617 2020 28 Male White 20-59 NW, SW MSM 93% 

VA_202005_091 2020 14 Male Black, 

White, 

Hispanic 

20-29 Central MSM 86% 
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CDC_202006_1390 2020 12 Male Black, 

White 

20-49 Eastern MSM 58% 

VA_202107_278 2021 29 Male Black 20-39 Eastern MSM 72% 

*Cluster consists of 19 individuals from multiple jurisdictions; 2 of the 19 are located in Virginia 

2020 HIV Care Continuum 

DDP uses a diagnosis-based HIV Care Continuum (HCC) (versus a prevalence-based 

continuum).  The diagnosis-based continuum includes all diagnosed and reported PWH in 

Virginiaôs HIV surveillance system and excludes undiagnosed persons.  

Virginiaôs 2020 HIV Continuum of Care consists of four HIV-related measures: 1) linkage to 

HIV care; 2) evidence of HIV care; 3) retention in HIV care; and 4) viral suppression.  The four 

measures are based on the presence of care markers reported to VDH and on the following 

definitions: 

ǒ Care marker: defined as a CD4, viral load, or genotype testing lab; an HIV medical care 

visit; or an antiretroviral prescription 

ǒ Persons with HIV as of December 31, 2020: the number of persons with HIV aware of 

their status, diagnosed, with a last known residence in Virginia as of 12/31/2020 

ǒ Newly diagnosed and linked to HIV care within 30 or 90 days: persons newly diagnosed 

in Virginia in 2020 and linked to HIV care within 30 or 90 days from initial diagnosis 

ǒ Evidence of HIV care in 2020: Persons with HIV as of 12/31/2020 who had at least one 

care marker in calendar year (CY) 2020 

ǒ Retained in HIV care in 2020: Persons with HIV as of 12/31/2020 who had at least two 

care markers at least three months (90 days) apart in CY 2020 

ǒ Virally suppressed in 2020: Persons with HIV as of 12/31/2020 with their most recent 

viral load in CY 2020 measuring at <200 copies/milliliter (mL) 

Figure 6 shows the statewide measures for each of the four care continuum metrics. 

Figure 6: HIV Continuum  of Care in Virginia, 2020
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Figure 7 shows the Norfolk TGA measures for each of the four care continuum metrics. 

Figure 7: HIV Continuum of Care in the Norfolk TGA, 2021 

 

Table 10 summarizes Virginiaôs HIV Continuum of Care for several subpopulations of PWH 

including by sex at birth, current gender, race/ethnicity, transmission risk, health region, and age 

group.  As noted in Table 10 and the figures that follow, there are some significant disparities 

across subpopulations.  The most notable disparities, defined as three or more percentage points 

less than Virginiaôs overall percentage, are highlighted in bold italics and grey shading (Table 

10).  

Table 10: Virginia 2020 HIV Continuum of Care Data by Specific Population Groups 

Population 

Link ed to Care 

within 30 days 

(within 90 

days) 

Evidence of 

Care 

Retained in 

Care 

Virally 

Suppressed 

Virginia  74% (86%) 69% 52% 59% 

Sex at birth     

Males 75% (86%) 68% 51% 59% 

Females 77% (87%) 71% 54% 61% 

Current gender     
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Transgender MtF 100% (100%) 67% 48% 57% 

Transgender FtM 82% (100%) 76% 53% 60% 

Cisgender 74% (86%) 69% 52% 59% 

Race/ethnicity     

Black, non-

Hispanic 71% (85%) 70% 52% 58% 

White, non-

Hispanic 79% (88%) 70% 51% 63% 

Hispanic/Latino 88% (93%) 62% 50% 55% 

Transmission Risk     

MSM 78% (88%) 73% 54% 63% 

IDU 67% (87%) 59% 46% 52% 

MSM & IDU 100% (100%) 69% 55% 59% 

Heterosexual 

contact 73% (86%) 73% 56% 63% 

Health Region     

Central 69% (83%) 72% 53% 61% 

Eastern 73% (88%) 69% 51% 58% 

Northern 78% (84%) 62% 44% 55% 

Northwest 85% (92%) 76% 63% 67% 

Southwest 76% (88%) 78% 64% 66% 

Age group* (years)     

15-24 77% (90%) 78% 53% 60% 

25-34 74% (83%) 72% 51% 57% 

35-44 76% (90%) 71% 52% 59% 

45-54 73% (87%) 69% 51% 60% 

55+ 69% (81%) 66% 52% 60% 

*Note: Age is assessed for PWH by current age as of December 31, 2020 and for newly diagnosed persons in 2020 

(linkage to care) by age at diagnosis. 
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As described in Table 10 the Eastern region, inclusive of the Norfolk TGA, reported 73% linked 

to care within 30 days and 88% linked to care within 90 days.  Compared to Virginia statewide 

continuum data, the Eastern region is within one percent for linked to care data, retained in care, 

and virally suppressed/virally suppression categories and the same for evidence in care.  

Compared to the other health regions, only Central health region has a lower percentage of 

individuals linked to care within 30 days, and only Northern health region has lower percentages 

of individuals retained in care and virally suppressed.   

Table 11 reorganizes the information from Table 10 and ranks from best to worst HIV-related 

outcome.  Each column represents a component of the HCC and then lists specific populations 

groups (including health regions, demographics, such as age range, current gender, 

race/ethnicity, and transmission risk category) in order from Best to Worst HIV-related outcome.  

Specific population groups with the best HIV-related outcomes are closer to the top and those 

with the worst HIV-related outcomes are closer to the bottom. 

 The grey shaded boxes in Table 11 indicate that the greatest disparities are in populations that 

are at least five percentage points below Virginiaôs average.  Persons who inject drugs (PWID), 

those in the Northern region, and the Hispanic/Latino population show the largest disparities 

across the four measures.  The pattern of disparities remains similar to previous years, with a 

notable improvement among nearly all populations since the last integrated plan.  Statewide, 

linkage to care increased from 69% to 74%, evidence of care improved from 57% to 69%, 

retention in care increased from 42% to 52%, and viral suppression increased from 38% to 59%.   

Table 11: Virginiaôs 2020 HIV Continuum of Care Data for Specific Population Groups in 

Order from Best to Worst HIV -Related Outcome  
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Linked to Care 

(30 days) 
Evidence of Care Retained in Care 

Virally 

Suppressed 

Transgender 

FtM 100% Southwest 78% Southwest 64% Northwest 67% 

MSM & 

IDU 100% 15-24 years 78% Northwest 63% Southwest 66% 

Hispanic/ 

Latino 88% 

Transgender 

MtF 76% 

Heterosexual 

contact 56% 

White, non-

Hispanic 63% 

Northwest 85% Northwest 76% 

MSM & 

IDU 55% 

Heterosexu

al contact 63% 

Transgender 

MtF 82% MSM 73% Females 54% MSM 63% 



 

  38 

 

White, 

non- 

Hispanic 79% 

Heterosexual 

contact 73% MSM 54% Females 61% 

MSM 78% Central 72% 

Transgender 

MtF 53% Central 61% 

Northern 78% 25-34 years 72% Central 53% 

Transgender 

MtF 60% 

15-24 

years 77% Females 71% 15-24 years 53% 15-24 years 60% 

35-44 

years 76% 35-44 years 71% Cisgender 52% 45-54 years 60% 

Southwest 76% 

Black, non-

Hispanic 70% 

Black, non-

Hispanic 52% 55+ years 60% 

Females 75% 

White, non-

Hispanic 70% 35-44 years 52% Virginia  59% 

Virginia  74% Virginia  69% 55+ years 52% Males 59% 

Males 74% Cisgender 69% Virginia  52% Cisgender 59% 

Cisgender 74% 

MSM & 

IDU 69% Males 51% 

MSM & 

IDU 59% 

25-34 

years 74% Eastern 69% 

White, non-

Hispanic 51% 35-44 years 59% 

Heterosexu

al contact 73% 45-54 years 69% Eastern 51% 

Black, non-

Hispanic 58% 

Eastern 73% Males 68% 45-54 years 51% Eastern 58% 

45-54 

years 73% 

Transgender 

FtM 67% 25-34 years 51% 

Transgender 

FtM 57% 

Black, 

non-

Hispanic 71% 55+ years 66% 

Hispanic/ 

Latino 50% 25-34 years 57% 

55+ years 69% 

Hispanic/ 

Latino 62% 

Transgender 

FtM  48% 

Hispanic/ 

Latino 55% 

Central 69% Northern  62% IDU 45% Northern  55% 
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IDU 67% IDU 59% Northern  44% IDU 52% 

Note:  Bold indicates populations that are at least three percentage points below Virginia average. 

Grey shading indicates populations that are at least five percentage points below Virginia average. 

 

Table 11 shows that the Eastern region has worse health related health outcomes than the state 

average, however it is not at or greater than 3% points below the Virginia average in any HCC 

category.  

2020 Ryan White Services HIV Care Continuum 

DDP routinely reviews the HIV care continuum for clients receiving Ryan White services.  

HRSA performance measures dictate the calculation of the Ryan White HIV care continuum; 

therefore, the metrics differ slightly from the statewide continuum.  Whereas the statewide 

continuum uses the full population of persons with HIV as the denominator for evidence of care, 

retention in care, and viral suppression, the Ryan White continuum contains certain exclusions.  

First, evidence of care is not included in the continuum, as all clients included in the continuum 

received Ryan White services and, consequently, have evidence of care.  Secondly, HRSA 

calculates retention in care only among clients with a care marker in the calendar year and 

excludes clients who died during the year.  Finally, HRSA calculates viral suppression only 

among those with an outpatient/ambulatory medical care visit in the calendar year.  

Linkage to care within 30 days of diagnosis is higher among Ryan White clients compared to all 

PWH (86% vs. 75%).  Additionally, retention in care is very high among Ryan White clients 

(91%).  Viral suppression, is calculated only among 7,644 of the 8,053 Ryan White clients due to 

inclusion eligibility criteria by metric definition, is higher than the statewide rate (83% vs. 58%).  

These higher metrics among Ryan White clients suggest there may be factors associated with 

participation in the Ryan White program that contribute to better outcomes.  The Ryan White 

program works to mitigate barriers to care and improve health outcomes, which may improve 

access to care and treatment.  Ryan White-funded providers are also required to report service 

utilization, which leads to better reporting of health outcomes.  Gaps exist in data availability for 

many PWH in Virginia. 

Figure 8 below shows the 2020 HIV continuum of care among Ryan White clients. 
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Figure 8: HIV Continuum of Care for Ryan White clients in Virginia, 2020 

 
Note: HIV Continuum of Care data as of May 2021 

*Ineligible for retention in care calculation: Those without a care marker in the respective timeframe or those who 

died during the timeframe 

**Ineligible for viral suppression calculation: Those without an outpatient/ambulatory medical care visit in the 

respective timeframe 

Priority Populations for Prevention and Care 

The 2022-2025 National HIV/AIDS Strategy (NHAS) prioritizes efforts to reduce disparities and 

improve HIV outcomes for priority populations.  These priority populations include: 

ǒ Gay, bisexual, and other MSM, in particular Black, Latino, and American Indian/Alaska 

Native men 

ǒ Black women 

ǒ Transgender women 

ǒ Youth aged 13-24 years 

ǒ People who inject drugs (PWID) 

ǒ Pregnant persons with HIV 

Virginia identifies an additional priority population as PWH who are age 65 and older.  Tables 

12 and 13 show the number of new diagnoses in Virginia among the five priority populations and 

aging PWH from 2016 through 2020 and the total number of PWH in each priority population by 

health region as of December 31, 2020.  Table 14 describes the four key measures of the HIV 

care continuum for the priority populations. 

MSM  

The HNSP specifies the first priority population as gay, bisexual, and other MSM, particularly 

Black, Latino, and American Indian/Alaska Native men.  Virginia has added 

Asian/Hawaiian/Pacific Islanders to this priority population.  MSM of color are the largest of the 

priority populations, representing between 36.8% and 45.6% of all new diagnoses from 2016 to 

2020, with Black, non-Hispanic MSM representing the largest share of the race/ethnicity groups 

(29.1% to 37.7%).  Statewide, 31.2% of all PWH are Black, Latino, Asian/Hawaiian/Pacific 


